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N 000, [nitial Comments N 000 i
1.  0On11/22/21, Unlt Manager 1
An investigation of complaint TNO0O055772 was removed and disposed of i
conducted on 11/23/2021 at AHC Cumberland, improperly stored |
Health deficlencles were citeq under Chapter wound care supplies for i
1200-8-6, Standards for Nursing Homes. reslident #1. .
N 620 1200"08'06‘.06(3)(3) Basic Sel‘Vlces N 620 2. On 11/22/21' Unlt Manager and .
§8=D . Wound Care Nurse performed
(3) Infection Gontral, 100% audit of wound care supplies
. . 1o ensur er storage.
(@) The nursing home must provide a sanitary B EASURSIREECESIORS |
environment to avold sources and transmission
| of infections and communicable diseases, There | B R e sy
| must be an active program for the prevention, | Nursgandaifstaft wasinmenviced oy
control, and investigation of infections and DON regarding proper
' cormmunicable diseases. storage of wound care supplles.
|
| 4, The Don, ADQN, and Nurse ;
- Management |
\ . ' will monitor for cpmpliance by
This Rule is not met as evidenced by: ! selecting 3 \
Based on facllity poficy, record review, . “ dall
observation, and interview, the facliity failed to patients requiring treatments dslly on
properly store wound care supplies to prevent business l
potentlal wound care infections for 1 (Resident days for a month, three times a week
#1) of 3 sampled residents. far a
. ) month, and then weekly thereafter.
Review of the facility policy titled "Infection These
dits will begin 12/23 il
Prevention and Control Program,” dated 11/2018 au me eghn 12/23/21 unti ‘
' revealed, "...It Is a policy of this facility to establish oM anes |
and maintain an infection prevention and control | is achieved and report to the QAA
program designed to provide a safe, sanitary, and and QAPL .
comfortable environment and to help prevent the | Commlttee quarterly. "
development and transmission of communicable
diseases and Infections...a system of surveillance ¢ : ,
: : mpletion date : 1/5/22
is utilized for prevention, identifying, reporting, ompene £ ' S 11
Investigating, and controlling infections and
communicable disease for all resldents, staff, (
volunteers, visltors, and other individuals i
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N 620! Continued From page 1 ' N620

providing services under a contractual
arrangement based upon a facility assessment |
| and accepted national standards., the Infection |
' Preventionist serves as the leader In surveillance |
activities, maintains documentation of Incidents,
findings, and any corrective actlons made by the
' facllity and reports surveillance findings to the
| facility's Quallty Assessment and Assurance
Committee...supplies protocol...sterile supplies |
shall be appropriately packaged and sterilized or
purchased prepackaged and sterile from the '
manufacturer...sterile supplies are checked for
———gxpiration'dates prior to use-and arereplacedas— |7
necessary...prépackaged sterile items are ‘|
| considered sterile until opened or
i damaged...packaging shall be inspected prior to
use..."

Review of the medical record revealed Resident
#1 was admitted to the facility on 7/30/2021 with
diagnoses which included Chronic Obstructive
Pulmonary Disease (COPD), Hemiplegia,
Cerebral Infarct, Pressure Ulcer to right ankle,
right hip, and left hip all unstageable, and Protein
! Calorie Malnutrition.

‘ Revlew of the Readmission Minimum Data Set ’
| (MDS) assessment dated 8/6/2021, revealed a

' Brief Interview for Mental Status (BIMS) score of
11 Indlcating slight cognitive impairment.

| Observation and interview in Resident #1's room '
an 11/22/2021 at 10:30 AM, revealed her up in
wheel chair dressed for the day.-Observation and
Interview In Resldent #1's room agaln on
11/22/2021 at 1:28 PM, she stated the wound
care nurse took the wound vac off today due to it

. not working properly. Resident #1 showed this
surveyor the new dressing wound nurse had just

| applied to R hip. When this surveyor was leaving |
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Resldents room, it was noted wound vac
dressing supplles (transparent drape supplies)
laying open in the floor and cut foam (used to
cover the open wound) laying open In bag on top
of Resident #1's night stand.

|
|
During an interview with wound nurse on ‘
11/22/2024 at 1:68 PM, he was asked where '
| wound care supplies are kept. He stated they ]
" usually stay on the wound cart. I
| The Unit Manager was asked to come to !
-Resident#1's room to-observe-placementof — | = gz
wound cara supplies, she stated they shouldn't be
in the reom and especlally not In the floor and she
immediately disposed of all wound care supplies.

During an interview with DON (Director of .

Nursing) on 11/22/2021 at 2:10 PM she confirmed |
\ wound care supplles shauld be kept on treatment

cart and not [eft In the room.

Ness 1200-08-06-.08(3)(1) Basic Services N 845

(3) Infection Control.

(k) Space and facilities for housekeeping
equipment and supply storage shall be provided
In each service area. Storage for bulk supplies
and equipment shall be located away from patient
cars areas. The building shall be kept In good
repair, clean, sanitary and safe at all imes.

This Rule is not met as evidenced by:
Based on facitity ‘policy, observation, and
interview, the facility falled to provide a safs,
clean, sanitary, and In good repair room for 1
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(Resident #1) of 3 sampled residents.

F Review of the medical record revealed Resident
| #1 was admitted to the facility on 7/30/2021 with
| diagnoses which included Chronle Obstructive

1 Pulmonary Disease (COPD), Hemiplegia,

Cerebral Infarct, Pressure Ulcer to right ankle,
right hip, and left hip all unstageable, and Protein |
Calorie Malnutrition. [

Raview of the Readmission Minimum Data Sef

~ (MDS) assessment dated 8/6/2021, revealed a
“Brief Interview for Mental Status (BIMS) score of |
11 Indicating cognitive abilities. |

Observation and intarview in Resident #1's room |
on 11/22/2021 at 10:30 AM, revealed her up In
wheel chair dressed for the day. Resldent #1's
roormn was Visibly dirty with her overbed table and
roommate's overbed table with dried food noted.
Garbage can filled with to go styrofoam box which
Resldent #1 stated, "That's where | ordered food
from the restaurant last night." Resident #1's wall i
| hehind bed with large area of missing sheet rock
leaving noticeable crevice without paint.

Observation of room 604 on 11/22/2021 at 10:50
AM, revealed missing sheet rock behind A bed,
leaving large crevice in the wall unpainted.

| Overbed table in resident roor also noted ta i
“have dried food on it.

| Administratar was informed of physical
anvironment issues In Resident #1's room and
£04, Administrator went to evaluate rooms,
Administratar came back to surveyor and
confirmed the malntenance man would fix the
araas in residents reom.

1. a. The Malntenance Supervisor repaired the
cravice In the wall behind the bed in Resldent #
1’ room and room 504 on 11/22/21.

b. The overbed tables for Resident f##1’s room
and room 304 were cleaned on 11/22/21 by the
housekeeping supervisor. The garbage can for
Resldent #1's room was emptied on 11/22/21 by
the housekeeping supervisor.

2. a. The Maintenance Supervisor visually
inspected all resident rooms for missing
sheetrock behind the resident beds on 11/23/21.
po-ather resident-rooms were found to be-
affected.

b. The Housekeeping Supervisor visually
Inspected all resident roorns for dirty overbed
tables and nven‘lo&ing garbage cans on
11/23/21. No other resident rooms were found

10 be affected. K
3

3, The Maintenance Supervisar was Inserviced
on 12/20/21 by the Administrator regarding
properly malntaining sheetrock walls In resident
rooms. The housekeeping department was
inserviced on 12/20/21 by the Adminlistrator
regarding cleaning a resident's room to Include
averbed tables and emptying garbage cans.

4. The Administrator will monitor for compliance
by conducting walking rounds dally for four
weeks, then twice per week for two months. All
findings will be reported by the Administrator to
the QAP| Committee until substantial
compliance is met,

Completion Date: 12/23/21

}RfZS/z |
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Further observation on hall 500 on 11/22/2021 at
2:30 PM, revealed housekeeper leaving the hall
for the day. Resident #1's room and 504 room at
2:32 PM continued to have the same dried food

. on overbed tables. Also noted In both rooms, the
crevices in sheet rock now have putty In them
awaliting to dry and be painted, Resident #1 f
stated, "The maintenance man has been in here |
and worked on the wall."
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